aalth,
Welfure
ublic
arvice

No symptoms will be listed. All

diseases in Port | must be casuvally related. Corener cannot certify to o death due to natural cousas.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Woctor, coroner, etc. must use anly standgara nomencigture i 1tem 0.

FILED JAN 13 1958

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

8 Primary Registration District NJQ@B

263
snn'e- FILE;gMBER 113

Registration District Na. ... - Registrar’s Nolam . T 0.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decaased livad. M institution: Residence bafore =
a. COUNTY ? q;_y _ ._.F,.- ';“ o S~TATE ?‘1_1530!_11‘1 f‘ COUNTY N ::I?“:'i};

U b. CCE)};Y (lf outside corporate limits, give TOWNSHIP unly) Inside Limits . C(IJ';Y ' Inside me:.
,__Town  8t. Louis, Mp. YesX Ned, vﬁ_‘c‘ﬂ,own St. Louls YesK NoO

e FULL NAME OF (If NOT inhospital, ﬁvclo:ullan) Longth of stay in 18]} | .o % If outside, " location) | Resida on Form
p hevitior New Falth Hospibal 18 Daye * Sosmess 5652 Mapie Ave. Yeso Ned

K:::I'Ato:n Flrst Middle Lant 4. Dg;rs Month Day Year

. (Type or print) Dorothy Marie Chappins DEATH 1 2 1958
5. SEX 6. COLOR OR RACE 7. MarRIED ] NEVER MARRIED ]| B- DATE OF BIRTH . AGE (In yeara | IF UNDER | YEAR |IF UNDER 24 HAs.
Female | White woowss[]_ ovorRoB8 0Cts 19, 1911 " g Mot Dom [ Houn | M

(Yes, no, or unknown)

No

(If yes. oive war or daies of srvice)

J10a. USUAL OCCUPATION (Gioe kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY [ 1. BIRTHPLACE (City md atate or country) O 12. CITIZEN OF WHAT OOUNTRY?
gurlnkiku of wortiilg life, even lf retired) B'arrett Equlp .l 8%. I___,puiﬂ ’. Mo . U.8.A. -
i3 FATHER'S NAME 14, MOTHER'S MAIDEN NAME
John Nichol Tillie Martig
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT Addreas

16. SOCIAL SECURITY NO.

Robt. J. Chapping,

6819 Lillian Av,

PART . DEATH WAS CAUSED BY:
IMMEDIATE CAUSE

Conditions, if any,
which gave risg fo

e couge (8).
stating the under-

{ying cause laost, DUE TO

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, qnd (¢).]

Cllecay ~a  Deepr

[O)]

lo WoytroHwion

INTERVAL BETWEEN

ONSET AND DEAZ§_

buE To (8) @4/«4_4—«_“-«. o /ZCA——:; mf..L&ﬂ—ZZ"' ﬂbuvé..%

L2

(:)__&5.54«‘—-

-4 L
(=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOf RELATED TO THE TERMINAL DISEASE CONDITION G PART 1{a) 13 WAS AUTOPSY
=1 = 2 msm
by 2 455
:-_" 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRISE HOW INJURY OCCURRED, (Enier nature of injury in Port I or Part M of item 18.)
g O (] O
3 20c. TIME OF Hour  Monih, Day, Year
INJURY a, m, - - .
a p.m. * L3
w
E | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢., in or ahout home 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [Q NoTwWHILE Jarm, factory, street, office bidy., clc.)
WORK AT WORK .

Fs |
21. [ attended the deceased ho#ﬂ#
Death occurred at 0:

L & -

to

"Icnd laat saw ‘.':"'

00 P sm on the date stated above; and to the best of my knowledfe, from the ca uua atated,

alive on _.l_'__‘._a_.‘_i

~ . (Degree or title) T

WY~ Y

22b. ADPRESS

- )9 /LA,M

22:, DATE SIGNED

PS4

23a. Eﬁam. catuug?«\. 23. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, toun. or county) (State)
EMOYAL (1]
BArYal™™ | 1/7/58 Calvary Cemetery 8t. Louls Mo,
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.
Drehmann-Harral. 1905 Union Blvd.

AN RB
{Licensed Embclmcr s Statement on Raverse Sids)
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. - STATEMENT BY LICENSED EMBALMER : -
. :"gu,.a...}‘-'. ) Tt B
= I hereby certlfy that the body whose name is recorded on the reverse side of this certificate was ermr
by me, or by ............... ....... wveeeieaizees, Student Embalmer No,......_.

working under rny personal supervision..

Student.... ...l
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LlCENSED EMBALMER in hxs OWN HANDWRITING {
¥77. . to comply with the-above. constitutes grounds for revocation of license), et .
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg ) '
If this body is not embaimed, fact should be so stated above. .




